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ABSTRACT

Validation and Exploration of the Multidimensional Psychological Flexibility
Inventory with a Sample of Adolescents
by
John Barr, Master of Science
Utah State University, 2022

Major Professor: Tyler Renshaw, Ph.D.
Department: Psychology
The current study attempted to further psychological flexibility literature by
validating the Multidimensional Psychological Flexibility Inventory (MPFI) with a
sample of adolescents (ages 16 and 17). This correlational analysis also examined how
the MPFI associates with other indicators of psychological flexibility (AAQ-II, AFQ-Y),
distress (depression, anxiety, somatic symptom severity and related distress, difficulties
in emotion regulation) and well-being (subjective happiness, life satisfaction, selfcompassion, emotional approach coping).
First, confirmatory factor analysis was used to determine how well the data fit the
measurement model within the current sample, which led to evidence of excellent global
fit. Next, internal consistency and descriptive statistics were examined, which showed
strong internal consistencies for all variables, with coefficients ranging from 0.75 to 0.95.
These scores indicated that all measures were consistent and precise in measuring the
proposed construct. Lastly, bivariate correlations were analyzed investigating
relationships between the MPFI and all other measures employed within the study.
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Results suggested that psychological inflexibility as measured by the MPFI positively
associated with a number of measures of distress, but generally did not inversely correlate
with measures of well-being in a theoretically-consistent manner, which was
contradictory to our hypotheses. Similarly, the MPFI’s psychological flexibility scales
positively associated with measures of well-being but did not inversely correlate with
measures of distress. More in-depth correlational analysis involved identifying specific
subscales within the MPFI that demonstrated significant associations with measures of
psychological distress and well-being. In this area, the aforementioned pattern generally
continued where theoretically-consistent positive associations were evident between most
MPFI flexibility and inflexibility subscales and subsequent measures of well-being and
distress, but theoretically-consistent negative associations were not apparent. Given that
other validation examinations with the MPFI have demonstrated both positive and
negative correlations with measures of distress and well-being (Rolffs et al., 2018), these
findings stand in contrast to these results, which might suggest that the MPFI performs
differently with adolescent samples than with adults. Future research is needed to
determine if such differences are a function of the present sample, the administration
method, or true differences in how psychological inflexibility and flexibility relate to
other psychological variables in adolescents.

(97 pages)
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PUBLIC ABSTRACT
Validation and Exploration of the Multidimensional Psychological Flexibility
Inventory with a Sample of Adolescents
John Barr

The current study attempted to further psychological flexibility literature by
validating the Multidimensional Psychological Flexibility Inventory (MPFI) with a
sample of adolescents (ages 16 and 17). This analysis also examined how the MPFI
associates with other indicators of psychological flexibility, distress (depression, anxiety,
somatic symptom severity and related distress, difficulties in emotion regulation) and
well-being (subjective happiness, life satisfaction, self-compassion, emotional approach
coping).
Results from this study suggested that psychological inflexibility as measured by
the MPFI positively associated with a number of measures of distress, but generally did
not inversely correlate with measures of well-being in a theoretically-consistent manner,
which was contradictory to our hypotheses. Similarly, the MPFI’s psychological
flexibility scales positively associated with measures of well-being but did not inversely
correlate with measures of distress. More in-depth correlational analysis involved
identifying specific subscales within the MPFI that demonstrated significant associations
with measures of psychological distress and well-being. In this area, the aforementioned
pattern generally continued where theoretically-consistent positive associations were
evident between most MPFI flexibility and inflexibility subscales and subsequent
measures of well-being and distress, but theoretically-consistent negative associations
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were not apparent. Given that other validation examinations with the MPFI have
demonstrated both positive and negative correlations with measures of distress and wellbeing (Rolffs et al., 2018), these findings stand in contrast to these results, which might
suggest that the MPFI performs differently with adolescent samples than with adults.
Future research is needed to determine if such differences are a function of the present
sample, the administration method, or true differences in how psychological inflexibility
and flexibility relate to other psychological variables in adolescents.
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CHAPTER I
INTRODUCTION
Acceptance and Commitment Therapy (ACT) is a therapeutic approach that
teaches individuals how to better allow for uncontrollable private events (e.g., thoughts
and feelings) in an effort to bolster their ability to take action toward valued ends (Bach
& Hayes, 2002). This specific skill is referred to as psychological flexibility. The study
and application of ACT and psychological flexibility aligns directly with theories of
transdiagnostic mental health practices and asserts that a psychologically inflexible stance
leads to a variety of mental health problems (Hayes et al., 2009).
ACT is unique from many other psychological treatments, in that its primary
objective is not to simply alleviate distress, but rather to focus on improving behavioral
functioning by counteracting avoidance strategies and changing how one might react to
the presence of difficult thoughts and feelings. Because of this reason, it would not be
sufficient to only use measures of subjective wellbeing or distress to gauge the treatment
effects of this therapy. In order to properly assess the effectiveness of ACT, a
measurement tool that quantifies levels of psychological flexibility and inflexibility is
required.
The first formal measure of psychological flexibility, the Acceptance and Action
Questionnaire (AAQ), was developed in 2004 as an effort to better evaluate therapeutic
change with individuals undergoing ACT (Hayes & Strosahl, 2004). Since this time,
other measures have emerged with the goal of more accurately and reliably measuring
psychological flexibility. These measures have been developed to be valid and reliable
assessment tools and up to this point, have all been relatively short (7–17 items). In
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2018, this trend changed when the Multidimensional Psychological Flexibility Inventory
(MPFI) was introduced (Rolffs et al., 2018). The MPFI is the first measurement tool
purported to assess all 12 domains of ACT’s Hexaflex model. This model is separated
into two opposite constructs (i.e., psychological flexibility and psychological
inflexibility), which encompass 6 domains each. Acceptance, defusion, contact with the
present moment, self-as-context, values, and committed action make up the 6 facets of
psychological flexibility; whereas experiential avoidance, fusion, lack of contact with the
present moment, self-as-content, lack of contact with values, and inaction comprise the 6
facets of psychological inflexibility (Bond et al., 2016; Rolffs et al., 2018).
The MPFI offers potential improvements in treatment utility compared with the
former measures of psychological flexibility because of its comprehensiveness. By
gauging all 12 domains of the Hexaflex model, the MPFI may allow for ACT-based
therapists to more precisely determine areas of treatment focus and mental health
improvement. Not only does the MPFI offer possible benefits within the direct
psychological treatment realm, but researchers might be able to use the additional
information gleaned from the MPFI to examine and better understand mental health
phenomena at a deeper process level than was once achievable. So far, a key issue with
this new measure lies in its lack of validation research. Given that this measure was
devised so recently, there is little evidence supporting its overall validity and reliability as
an assessment tool, which denotes the next step in its exploration.
The other more well-established measures for general levels of psychological
inflexibility, such as the Acceptance and Action Questionnaire–II (Bond et al., 2011) and
Avoidance and Fusion Questionnaire for Youth (Greco et al., 2008), have demonstrated
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comparable correlations with a number of indicators of mental distress (e.g., depression
and anxiety) and wellbeing (e.g., happiness and hope), and research has provided
evidence to suggest that though there does appear to be a small amount of incremental
validity in regards to each of their assessments of the same construct, their overall
differences are unremarkable with regards to their predictive capabilities (Renshaw,
2018). This study will progress the literature by being the first to analyze the validity and
reliability of the MPFI with a sample of adolescents between the ages of 16–18 who are
representative of current demographics in the US (based on the most recent census
results). Specifically, the MPFI will be compared against other more general and
longstanding measures of psychological inflexibility: the AAQ-II and the AFQ-Y. The
MPFI will also be analyzed with a number of concurrent measures of mental distress and
well-being to determine if it relates in theoretically expected ways with these concurrent
psychological outcomes in comparison with other more long-standing measures of
psychological inflexibility. In this study, the following research questions will be
addressed:
1. How do scores on the MPFI relate to scores on other common psychological
flexibility measures (i.e., AAQ-II, AFQ-Y)?
2. How do scores on the MPFI relate to scores on common scales of psychological
distress?
3. How do scores on the MPFI relate to scores on scales designed to assess levels
of wellbeing?
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CHAPTER II
REVIEW OF THE LITERATURE
Psychological flexibility can be described as the ability to either alter one’s
behavioral patterns or persist with current behavioral choices in an effort to live and
function accordingly with one’s values (Biglan & Hayes, 2016). Conversely, the
construct of psychological inflexibility exists “when language and cognition interact with
direct contingencies to produce an inability to persist or change behavior in the service of
long-term valued ends” (Hayes et al., 2006, p. 6). Intervening with these contrasting
cognitive and behavioral states of being are the primary foci of Acceptance and
Commitment Therapy (ACT).
As a therapeutic approach, ACT takes the stance that the difficult thoughts,
feelings, sensations, and urges that encompass psychological distress are not problematic
in and of themselves, but that it is an individual’s manner of reacting to these internal
experiences that prolong suffering. Specifically, ACT aligns with the understanding that
attempts to avoid or get rid of challenging internal phenomena help to maintain the
presence of distress and limit one’s capacity to take action towards valued ends. ACTbased psychotherapeutic sessions focus on cultivating the six sub-processes of
psychological flexibility—acceptance, defusion, contact with the present moment, selfas-context, values, and committed action—as the direct emphasis of treatment (Hayes et
al., 2009). These six sub-processes can be divided into two categories: mindfulness (i.e.,
acceptance, defusion, contact with the present moment, and self-as-context) and action
(i.e., values and committed action).
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Given that ACT is a relatively young therapeutic approach, the evidence in favor
of its effectiveness is not as robust compared to cognitive behavioral therapy (CBT),
which is often described as the present-day gold standard for a number of psychological
afflictions (Arch et al., 2012). Even with a more minimal body of evidence, research
explorations of ACT have provided promising results for the incorporation of this therapy
for treating a number of mental health concerns. Within a recent meta-analysis, ACT
consistently outperformed control group (Hedges’ g = 0.57), waitlist (g = 0.82), and
psychological placebo (g = 0.51) at both posttreatment and follow-up, while also
presenting results suggesting that there were no significant differences with regards to
comparing the therapeutic effects of ACT and CBT (A-tjak et al., 2015). Jiménez (2012)
conducted a meta-analysis comparing ACT and CBT across 16 separate studies,
indicating results suggesting that ACT outperformed CBT (Hedges’ g = .40) across a
number of primary outcomes (i.e., depression, illness distress, quality of life, and
addiction). It is important to note that most investigations of ACT vs. CBT have
demonstrated non-significant treatment effect differences when assessments involve a
wide-range of mental disorders (A-tjak et al., 2015); but even with this understanding in
place, Jiménez (2012) still presents with worthwhile results as this study also involved a
process of change analysis indicating that ACT was significantly more effective at posttreatment (g = 0.38) at impacting their proposed processes of change than was CBT (g =
0.05). This is an important result given the high number of mental disorder diagnoses
and accompanying treatments.
The potential for ACT to more directly impact its proposed processes of change
might be indicative of a greater ability to explore and analyze these areas within research.
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This might open the door for component analysis investigations to identify how and why
certain therapies are effective, rather than creating new therapy approaches. Overall,
ACT-based research, though not yet as well-established as evidence supporting
traditional CBT, provides us with encouraging results of the novelties of ACT and signals
a need for continued scientific exploration of this therapy and its specific processes of
change.
The carryout of ACT-based psychotherapy begins with the specific identification
of psychologically inflexible patterns of cognition and behavior which have detrimental
effects on an individual’s well-being (Hayes et al., 2011). In order to better identify these
patterns, many researchers and practitioners turn to self-report questionnaires that assess
an individual’s specific levels of psychological flexibility.
Acceptance and Action Questionnaire
The first measure that was developed with this goal in mind was the Acceptance
and Action Questionnaire (AAQ), which is a 9-item self-report measure that produces a
score assessing overall levels of psychological inflexibility (Hayes & Strosahl, 2004).
After its development, the AAQ underwent a number of concurrent validity analyses,
both with clinical and non-clinical samples. The initial clinical sample, which was an
integral facet of the development study for the AAQ, investigated the use of this measure
with 460 clients at a university health center who were struggling with issues including
anxiety, nervousness, financial stress, relationship stress, and uncertainty related to the
future (Hayes et al., 2004). During the AAQ’s development, this measure was also
explored with a number of non-clinical samples, which primarily consisted of
undergraduate students at a university (Hayes et al., 2004). These analyses produced
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evidence suggesting that the construct the AAQ measured (i.e., psychological
inflexibility) was found to have small-to-moderate positive correlations with other
specific mental health concerns, such as trauma, depression, and anxiety (Hayes et al.,
2004).
The AAQ stood as the primary formal measure for psychological inflexibility
from its inception in 2004 until 2011, when a revised measure was developed. The
development of this new measure came in response to concerns that the items found on
the AAQ were worded in an unnecessarily complex manner, and that a number of studies
had produced evidence to suggest that the AAQ expressed a low level of internal
consistency reliability (Bond et al., 2011). This new version was titled the Acceptance
and Action Questionnaire–II (AAQ-II; Bond et al., 2011) and was comprised of 7 items
that were entirely original compared with the initial 9 items of the AAQ. Results from
the AAQ-II development study conducted by Bond et al. (2011) demonstrated that this
revised measure had strong internal consistency reliability and produced moderate
positive associations with other indicators of psychological problems (i.e., thought
suppression, depression, anxiety, and general mental distress). The AAQ-II was
validated further with follow-up studies using individuals expressing both clinical and
sub-clinical symptomology, and included research conducted on cross-cultural samples as
well as with certain special populations (e.g., Fledderus et al., 2012; Pennato et al., 2013;
Ruiz et al., 2013; Zhang et al., 2014). One limitation of the AAQ-II is still the advanced
language used within its 7 items, which do not offer the appropriate level of readability
required for use with children and adolescents (Fergus et al., 2012). Because of this
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reason, development of another questionnaire that could be employed with younger
individuals was warranted.
Avoidance and Fusion Questionnaire for Youth
The Avoidance and Fusion Questionnaire for Youth (AFQ-Y; Greco et al., 2008)
was created in response to this need as a means of measuring psychological inflexibility
in youth populations and was developed into two versions, the AFQ-Y17 (full version)
and the AFQ-Y8 (brief version; Greco et al., 2008). The AFQ-Y17 is a self-report
questionnaire intended to be used in clinical situations, whereas the AFQ-Y8 was created
for the purpose of application with child and adolescent populations as a large-scale
screening implement (Greco et al., 2008). Analyses from the development study for the
AFQ-Y17 and AFQ-Y8 conducted by Greco et al. (2008) suggested that both of these
measures possessed strong internal consistency and demonstrated large positive
associations with scores from other measures of psychological distress, anxiety,
behavioral functioning, and social skills (e.g., Multidimensional Anxiety Scale for
Children; Child Somatization Inventory; Symptoms and Functioning; Youth Quality of
Life Inventory-Revised; Child Acceptance and Mindfulness Measure; White Bear
Suppression Inventory; Social Skills Rating System).
From the time of Greco et al.’s (2008) AFQ-Y development study, both the AFQY17 and the AFQ-Y8 have had their technical adequacy verified in a number of studies
ranging from general college student samples (Fergus et al., 2012), clinical adult patients
with anxiety disorders (Fergus et al., 2012), inpatient youth samples (Ventra et al., 2012),
general samples of young adults and high school students (Renshaw, 2018), as well as a
sample of children and adolescents undergoing cancer treatment in Sweden (Cederberg et
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al., 2018). As assessments of general psychological flexibility, the AFQ-Y17 and AFQY8 stand their ground quite well, but just like the AAQ, both of these measures do not
specifically gauge all of the individual sub-processes of psychological flexibility or
inflexibility. For this reason, further measures were needed to gauge the more specific
therapeutic processes entailed within psychology flexibility.
Psychological Flexibility Subprocess Measures
As ACT-based general psychological flexibility measures were developed,
interest began to grow for research exploring the development of questionnaires that
relate directly to subprocesses of psychological flexibility and inflexibility. Examples of
measures that fit this criteria are the Brief Experiential Avoidance Questionnaire (BEAQ;
Gamez et al., 2014), the Cognitive Fusion Questionnaire (CFQ; Gillanders et al., 2014),
the Valuing Questionnaire (VQ; Smout et al., 2014), and the Comprehensive Assessment
of ACT processes (CompACT; Francis et al., 2016). The BEAQ and the CFQ measure
levels of experiential avoidance and cognitive fusion, respectively, while the VQ directly
assesses values-based living. The CompACT is more extensive in nature, measuring
openness to experience (i.e., demonstrating willingness for internal experiences without
avoidance or control), behavioral awareness, and valued action (Francis et al., 2016).
These three newly classified categories attempt to address all of the 12 domains of the
Hexaflex model in a more parsimonious way by offering questions that tap into the
subprocesses of psychological flexibility and inflexibility. Though this is the goal of the
CompACT, in practice, this assessment serves only as a global measure of psychological
flexibility and inflexibility rather than a systematic measurement tool that addresses each
subprocess individually and effectively. The limitations of the CompACT helped to pave
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the way for the Multidimensional Psychological Flexibility Inventory (MPFI; Rolffs et
al., 2018), which is even more comprehensive and specific.
The CompACT, BEAQ, CFQ, and the VQ were a step forward in ACT-based
assessment due to their ability to more specifically target the subprocess level of
psychological flexibility and inflexibility. All four of these measures have demonstrated
adequate internal consistency and convergent validity (Gamez et al., 2014; Gillanders et
al., 2014; Francis et al., 2016; Smout et al., 2014). Correlational analyses examined
between the CompACT, VQ, CFQ, and BEAQ, and the AAQ-II, which has been the gold
standard psychological inflexibility measure for a number of years, have indicated
variable correlational strength. The VQ, being comprised of a positive (i.e., Progress)
and a negative (i.e., Obstruction) assessment of values-based living (Smout et al., 2014),
has indicated varying associations with the AAQ-II (Progress r = .65, Obstruction r = .40), whereas the CFQ (r = .75) and the BEAQ (r = .72) have exhibited relatively sturdy
associations with the AAQ-II (Gillanders et al., 2014; Tyndall et al., 2019). Of these four
measures, the CompACT has demonstrated the strongest correlation with the AAQ-II (r =
.79), which makes sense given its goal of functioning as a comprehensive psychological
flexibility inventory (Francis et al., 2016). Overall, the primary limitations of the BEAQ,
CFQ, and VQ lie in their nature as stand-alone scales, therefore they haven’t been
validated in relationship to other scales purporting to measure the other subprocesses of
the Hexaflex model. The limitations of the CompACT lie in its inability to
systematically address all 12 domains of the Hexaflex model. Thus, at this time, there is
no way to know if the constructs they’re tapping into are truly distinct from general
psychological inflexibility as measured by the AAQ-II and AFQ-Y.
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Multidimensional Psychological Flexibility Inventory
The development history of self-report measures for psychological flexibility
suggest that these tools have been modified and fine-tuned over the years to provide
increasing technical utility. This trend continues with the development of the MPFI,
which is the first self-report measure that targets all 12 facets of the Hexaflex model
(Rolffs et al., 2018). The AAQ-II and both versions of the AFQ-Y focus on assessing
general or global levels of psychological inflexibility, where a higher score suggests
higher levels of psychological inflexibility and thus higher levels of mental distress
(Bond et al., 2011; Greco et al., 2008). The BEAQ, CFQ, and VQ directly assess each of
their specific subprocesses—experiential avoidance, cognitive fusion, and values,
respectively—but do not cover general or global levels of psychological flexibility or
inflexibility as a complete construct. Conversely, the MPFI measures levels of
psychological flexibility and psychological inflexibility separately, at both the general
level as well as at the specific level of the Hexaflex subprocesses. By addressing
domains of both psychological flexibility and inflexibility in a more detailed and focused
manner, the MPFI may offer stronger treatment utility than the former measures. In the
realm of basic research, the MPFI may also allow us to more comprehensively explore
the relationships that exist between psychological flexibility, its several subprocesses, and
specific mental health issues (e.g., anxiety, depression, stress, and stigma) and indicators
of wellbeing (e.g., happiness and satisfaction with life). Understanding these
relationships might help guide not only treatment but also future prevention and
wellbeing-promotion work in schools and communities (Hayes et al., 2016).
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Given that the MPFI was published in 2018, its use and validation within
scientific studies is fairly sparse. To date, the MPFI was most comprehensively explored
during the measure’s initial development study conducted by Rolffs et al. (2018). That
specific research project involved three separate studies conducted with a cumulative
group of 3,040 online respondents. The demographic analysis of the three studies
cumulatively demonstrated a 59% female sample, which included ethnic breakdowns of
80% Caucasian, 9% Asian/Pacific Islander, 6% Hispanic/Latino, 5.7% African American,
and 4.8% Other respondents. All individuals within the studies were over the age of 18,
with a mean age of 33.5 years old. Most of the sample indicated that they were collegeeducated (i.e., only 11% reported an educational background of high school completion
or less) and the average income was $39,102 per year. The sample was also primarily
non-clinical, with only 14% of participants indicating that they were currently undergoing
counseling services (Rolffs et al., 2018).
When assessing the individual studies within the larger MPFI development
project, Study 1 (N = 372) focused on trimming the contents of a large item pool (494
items) of possible statements to be used within the MPFI down to a more succinct group
of statements that would be appropriately representative of the construct of psychological
flexibility (Rolffs et al., 2018). Study 2 (N = 2,150) took this filtered item pool (288
items) and employed it with a large sample in order to identify the most useful items for
each of the 12 facets of psychological flexibility and inflexibility within the MPFI. This
study also conducted a 4-month follow-up assessment in order to gauge the MPFI’s
capacity for detecting changes in psychological flexibility over time. Study 3 (N = 518)
was an effort to examine the divergent validity of the different MPFI subscales, as well as
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to evaluate its associations with other measures that are representative of constructs of
psychological health and distress. This three-study process eventually led to the final
draft of the MPFI, a 60-item self-report measure.
The presentation of the results of the research conducted by Rolffs et al. (2018)
initially focused on how the researchers used Item Response Theory (IRT) to determine
what the statements of each domain of the Hexaflex model best represented the
subprocess of interest (Hambleton et al., 1991). IRT analysis was used primarily in
Study 2 (N = 2150), as it functions optimally with a large sample and offers a high level
of precision in the creation of scales through the use of factor analysis (Hambleton et al.,
1991). Ultimately, the 5 items that make up each of the 12 subscales of the MPFI were
selected by identifying the most effective statements for measuring each domain of
psychological flexibility and inflexibility through the use of IRT analyses. From there,
the results addressed how correlational examinations provided evidence to suggest that
the MPFI was strongly associated with the AAQ, the AAQ-II, and both versions of the
AFQ-Y. These strong correlations suggest that the 6 dimensions of the MPFI
Inflexibility scale are assessing a similar construct as the former global measures of
psychological inflexibility (Rolffs et al., 2018). Following suit, the MPFI subscales
demonstrated theoretically consistent correlations with both the AAQ-II and AFQ-Y, in
that, all six subprocesses of flexibility were inversely correlated with the AAQ-II and
AFQ-Y, while all six subprocesses of inflexibility were positively correlated with these
measures (Rolffs et al., 2018).
An important consideration from Rolffs et al. (2018) study is whether evidence
was provided to suggest that a measure of the MPFI’s length (60-items) offered

14
incremental validity. Overall, the results indicated that though the 12 subscales of the
MPFI were significantly correlated with one another, the average shared variance for the
psychological flexibility and inflexibility subscales was 40% and 30%, respectively. This
suggested that each of the subscales might offer a useful amount of distinct information,
which might inform research or practical efforts targeting the individual subprocesses
(Rolffs et al., 2018). It is also important to note that when correlating the psychological
flexibility and inflexibility composites of the MPFI with one another, the shared variance
was only 14%. This information underscores the importance for an assessment that
addresses psychological flexibility directly, rather than simply assessing levels of
psychological inflexibility and making the assumption that it is the empirical inverse of
psychological flexibility (Rolffs et al., 2018). From a theoretical standpoint, this was the
first quantitative exploration that provided results to suggest that the 12 dimensions of the
Hexaflex model are distinct and form two separately useful composites.
Aside from the MPFI’s original development study, there have only been a
handful of other studies to investigate the MPFI. Rogge et al. (2019) examined the
MPFI’s associations with three other scales related to ACT and psychological flexibility:
the CompACT (Francis et al., 2016), the Open and Engaged State Questionnaire (OESQ;
Benoy et al., 2019), and the AAQ-II. The purpose of this study was to compare and
contrast the data that each of these different measures can provide with a sample of 2,385
non-clinical online respondents (67% female, 85% Caucasian, M age = 45) and in a
single-case study of a client receiving ACT for depressive disorder (Rogge et al., 2019).
Results from this exploration demonstrated that each of the flexibility components of the
four measures were directly linked to well-being, while the inflexibility components were
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strongly associated with psychological turmoil (Rogge et al., 2019). Furthermore, results
from this study provided evidence to support the incremental validity of the MPFI by
indicating that this multidimensional scale provided deeper insights into current
functioning (i.e., psychological well-being and distress) by accounting for double the
amount of variance explained by the AAQ-II alone (Rogge et al., 2019). This is a
significant finding, given that the MPFI is a more time-consuming assessment tool to
complete. Evidence supporting its ability to provide more nuanced information regarding
an individual’s levels of both psychological flexibility and inflexibility are testaments to
the opportunity for this measure to provide greater clinical and research utility.
Separate from the original development study, the largest study (N = 2668) to date
that has employed the MPFI was conducted by Stabbe et al. (2019) with online
respondents (15% in counseling, 60% female, 82% Caucasian, M age = 34.2). This study
focused on using the MPFI to establish fundamental classifications of individuals within
the framework of the Hexaflex model. Results from this study suggested that there are
six different classifications that can be applied to individuals in terms of their levels of
psychological flexibility: Highly Flexible, Somewhat Flexible and Not at all Flexible,
Moderately Flexible, Moderately Flexible and Inflexible, Moderately Inflexible, and
Highly Inflexible (Stabbe et al., 2019). Given that the MPFI is the first measure of its
kind to systematically address all 12 domains of the Hexaflex model, the study conducted
by Stabbe et al. (2019) offers a novel first step towards an exploration of specific
psychological flexibility classifications and how they might relate to other mental health
issues as well as measures of well-being and social functioning.
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In another study, Dubler (2019) used the MPFI to examine shifts in psychological
flexibility as a mediator of treatment effects realized through the process of ACT with 32
current clients (53.1% female, 71.9% Caucasian, M age = 38.4) primarily being treated
for depression and anxiety (70% and 78%, respectively). Dubler hypothesized that the
MPFI would allow for a more thorough assessment of specific changes in levels of
psychological flexibility than previous measures have allowed for, which would provide
better understandings of how ACT specifically targets and changes psychological
flexibility over time. The results of this study suggested that 10 of the 12 domains of
psychological flexibility and inflexibility (i.e., all but experiential avoidance and lack of
contact with values) represent potential mediators for ACT treatment progress (Dubler,
2018). Similarly, Rolffs et al. (2019) utilized the MPFI to examine psychological
flexibility and inflexibility as moderators of treatment gains realized within ACT
treatment (N = 31; 51.6% female, 71% Caucasian, M age = 38.2) for individuals
struggling with issues related to depression (71%) and anxiety (77%). Results from this
study suggest that the specific processes of fusion, defusion, self-as-content, and self-ascontext play moderating roles in the therapeutic effects of ACT over a 2-month period
(Rolffs, 2019). Taken together, these studies serve as prime examples of the clinical
utility benefits that the MPFI may offer.
Other studies have employed the MPFI to determine if higher levels of
psychological flexibility led to lower levels of stigma for individuals with unconcealable
intellectual disabilities (Lundy, 2019); to explore the relationship between psychological
flexibility and perfectionism (Clark, 2019); to enhance the possibility for prediction of
clinical symptoms and levels of psychological flexibility using scores from the ACT
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Values Card Sort (Kimball, 2018); as an assessment tool used in an experiment focused
on testing a cognitive defusion intervention on implicit judgements (Sain, 2018; BarnesHolmes et al., 2006); as part of a network analysis focused on exploring the underlying
ACT model components (Christodoulou et al., 2019); and, lastly, as a supplemental
measure involved in a study evaluating the psychometric properties of the AFQ-Y in
Columbia (Salazar et al., 2019).
More recent studies have utilized the MPFI to examine its potential for
highlighting specific subprocesses that might function as mediators or moderators in
explaining the general expression of various psychopathology. For example, Peltz et al.
(2019) examined psychological inflexibility subprocesses in order to establish potential
mediators when addressing sleep problems and depressive symptoms with college
students. Makriyianis et al. (2019) determined which of the six domains of psychological
inflexibility mediated the relationship between adverse childhood experiences and mental
health outcomes. Lastly, Morton et al. (2019) used the MPFI to explore whether
psychological inflexibility moderated the relationship between disordered eating habits
and thin ideal internalization. Overall, these three unique studies are further examples of
using the MPFI to more directly tap into the subprocesses within psychological flexibility
and inflexibility and thereby bring more awareness to the common mechanisms of change
within ACT.
Despite the emerging evidence supporting the construct validity and clinical
utility of the MPFI, there remain a few notable limitations. The most glaring limitation of
MPFI research to date is that this measure lacks an adequate amount of validation
regarding its associations with other measures of psychological flexibility and
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inflexibility. Another limitation is that associations between the MPFI and other
measures of mental distress and wellbeing have not yet been comprehensively assessed.
Within the MPFI development study, Rolffs et al. (2018) compared the MPFI against
other measures of psychological functioning that specifically pertained to mindfulness
and other transdiagnostic mental health concepts (e.g., self-compassion and personality
traits), but did not examine correlations between the MPFI and measures of specific
mental health dysfunction or subjective wellbeing (e.g., depression, anxiety, stress,
happiness). This is particularly important given that research has suggested that
measures of psychological inflexibility (e.g., AAQ-II and AFQ-Y) are representative of a
construct that displays meaningful correlations with many different mental health
indicators across the distress and wellbeing dimensions (e.g., anxiety, depression,
positive and negative affect, subjective happiness, and hope; Renshaw, 2018). Another
limitation of current MPFI research is its lack of validation with diverse samples.
Samples in the Rolffs et al. (2018), Rogge et al. (2019), and Stabbe et al. (2019) studies
included 20%, 15%, and 18.1% minority representation, and 41%, 33%, and 40.1% male
representation. These studies also focused on adult individuals 18 years of age or older
(M = 33.5yo, M = 45yo, and M = 34.2yo) as well as primarily non-clinical populations.
The Current Study
This study will contribute to the literature by offering the first opportunity to
validate the MPFI with other more well-established measures of psychological
inflexibility (i.e., AAQ-II and AFQ-Y) with older adolescents, aged 16–17 years.
Preliminary readability analysis results (see Appendix O) have indicated that this
measure may hold potential to be used effectively with individuals who have acquired a
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7th–9th grade reading level; thus, this study will target older adolescents in grades 10–12.
This study will also address a limitation with MPFI research by examining correlations
between the MPFI and other mental health and wellbeing indicators. Specifically, this
study will address the following research questions with a sample of older adolescents
that is representative of the current United States demographics (as evidenced by the
most recent census):
1. How do scores on the MPFI relate to scores on other common psychological
flexibility measures (i.e., AAQ-II and AFQ-Y)?
Hypothesis: Stronger relationships will be observed between the total scores
on the MPFI (i.e., Psychological Flexibility and Inflexibility indices) and the
total scores on the common measures of general psychological inflexibility
(i.e., AAQ-II and AFQ-Y) compared to subscale scores from the MPFI.
Furthermore, the flexibility scale of the MPFI will be inversely correlated
with the AAQ-II and AFQ-Y, while the inflexibility scale will be positively
correlated, given that these two measures are assessing for levels of
psychological inflexibility.
2. How do scores on the MPFI relate to scores on common scales of psychological
distress?
Hypothesis: Scores from the Psychological Flexibility index and subscales
of the MPFI will be inversely correlated with scores on measures of
psychological distress, whereas scores from the Psychological Inflexibility
index and subscales will be positively correlated with measures of
psychological distress.

20
3. How do scores on the MPFI relate to scores on scales designed to assess levels of
wellbeing?
Hypothesis: Scores on the Psychological Flexibility index and subscales of
the MPFI will be positively correlated with scores on measures of wellbeing,
whereas scores from the Psychological Inflexibility index and subscales will
be negatively correlated with measures of wellbeing.
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CHAPTER III
METHODS
Participants and Sampling
In order to match the demographics of the sample to current United States census
proportions based on race/ethnicity, purposive sampling procedures were used to recruit
participants for this study through Qualtrics online survey panels. Using G*Power’s
exact test correlation: Bivariate normal model, A priori, Power = .80, alpha = .01 and r =
.2 yielded a minimum sample size of 247 participants; thus, we aimed to recruit 250
participants.
Sample Demographics
Our final total sample consisted of 249 participants. Please see Table 1 for
detailed demographic information.
The majority of participants identified as White or European (n = 175, 70.3%),
followed by equal representations for Black or African American (n = 36, 14.5%) and
Hispanic, Latinx, or Spanish origin (n = 36, 14.5%) and then a smaller group who
identified as American Indian or Alaska Native (n = 9, 3.6%). Much smaller proportions
of participants identified as Asian or Asian American, Middle Eastern or North African,
Native Hawaiian or Pacific Islander, or Other (<3%). Gender identity information within
this sample demonstrated 55.4% of participants identified as Male (n = 138), 43% as
Female (n = 107), .4% as Transgender Male (n = 1), and 1.2% chose not to answer (n =
3).
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Participants filled out 13 self-report measures, which cumulatively took an
estimated 30 minutes to complete. Before completing the measures, informed consent
was obtained from the participants and their parents, and personal assent was also
established. Consent and assent forms will included information regarding the purpose of
the study, the time requirements involved in completing the study, as well as specific
confidentiality requirements. Any risks for potential harm or distress, as well as any
benefits were also discussed within these forms. The informed consent procedure
provided clarity as to the voluntary nature of this research study and specifically
informed the participants and their parents of their option to withdraw from the study at
any time. After completing questionnaires regarding demographic information,
participants were asked to complete the following measures (described further in the
Measures subsection): MPFI, AAQ-II, AFQ-Y, Revised Child Anxiety and Depression
Scale–Short Version (RCADS-25), Subjective Happiness Scale (SHS), Satisfaction with
Life Scale (SWLS), Patient Health Questionnaire (PHQ-15), Somatic Symptom Disorder
B-Criteria Scale (SSD-12), Coping Through Emotional Approach Scale (CTEAS), SelfCompassion Scale for Youth (SCS-Y), and the Difficulties in Emotional Regulation Scale
(DERS). It should be noted that approximately 20 participants were eliminated from the
final sample due to blatant issues with implausible patterns of responding and/or
implausible time completion measurements.
Measures
Demographic Questionnaire. Participants completed a standard demographic
questionnaire inquiring about their age (16 or 17), gender identity (Male, Female,
Transgender, or do not identify as Male, Female or Transgender), ethnicity/race (White,
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Black, Latinx, Asian or Pacific Islander, Native American or Alaska Native, Middle
Eastern or North African, or Other).
MPFI. The MPFI (MPFI; Rolffs et al., 2018). The MPFI is a 60-item self-report
measure used to assess each domain of the ACT Hexaflex model. This measurement tool
is comprised of 12 subscales (Flexibility: present moment awareness, acceptance,
defusion, self-as-context, values, and committed action; Inflexibility: lack of present
moment awareness, experiential avoidance, fusion, self-as-content, lack of contact with
values, and inaction), which target both flexibility and inflexibility by having participants
rank statements based on their experiences over the last two weeks. Subscale scores can
also be summed into two index score: Psychological Flexibility and Psychological
Inflexibility. Example flexibility items include: “I was able to let negative feelings come
and go without getting caught up in them” and “Even when times got tough, I was still
able to take steps toward what I value in life.” Example inflexibility items include:
“Negative thoughts and feelings tended to stick with me for a long time” and “Negative
thoughts and feelings easily stalled out my plans.” MPFI research has indicated good
internal consistency for all 12 subscales (range: α = .86–.94), as well as for the composite
scales of flexibility and inflexibility and has demonstrated good data model fit via factor
analyses (Clark, 2019; Rolffs et al., 2018).
AAQ-II. The AAQ-II (AAQ-II; Bond et al., 2011). The AAQ-II is the revised
version of the AAQ and functions as a 7-item self-report assessment that uses a 7-point
Likert-type scale to rank statements from “1 = never true” to “7 = always true”. Sample
items include: “My painful memories prevent me from having a fulfilling life” and
“Worries get in the way of my success.” The AAQ-II specifically targets levels of
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psychological inflexibility with a higher overall score denoting higher levels of
inflexibility. The AAQ-II exhibits good internal consistency (α = .84 across six different
samples totaling 2,816 participants) and good test-retest reliability (r = .79 at 1 year;
Meyer et al., 2013).
AFQ-Y. The AFQ-Y is a self-report measure of psychological inflexibility that
was developed for use with youth populations (AFQ-Y; Greco et al., 2008). It is
comprised of a long-form (17 items) that was specifically developed as a clinical
implement and a shortened version (8-items), which is intended for practical application
as a large-scale screening tool. The present study used the full 17-item version. Higher
scores on the AFQ-Y are indicative of higher levels of psychological inflexibility. The
AFQ-Y uses a 5-point Likert-type scale to rank statements from “0 = Not true at all” to
“4 = Very true” and includes items such as: “I am afraid of my feelings” and “I can’t be a
good friend when I feel upset.” Evidence suggests that this measure has high reliability
when used with youth participants (α = .90; Livheim et al., 2016), as well as strong
reliability with college students (α = .82; Renshaw, 2018).
Revised Child Anxiety and Depression Scale–Short Version (RCADS-25).
The RCADS-25 is the shortened version of the original RCADS, which was comprised of
47 items designed to assess the severity of depression and anxiety experienced using selfreport ratings (Ebesutani et al., 2012). The measure is comprised of two subscale scores,
representing anxiety and depression, as well as an overall composite scale, representing
general internalizing symptoms.. Each item is rated along a 4-point response scale
ranging from “Never = 0” to “Always = 3.” The present study used only the overall
composite scale. Higher total scores on the RCADS-25 suggests greater severity of
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internalizing symptoms related to anxiety and depression. Validity analyses with the
RCADS-25 have indicated good internal consistency and test-retest reliability (Piqueras
et al., 2017), and acceptable concurrent and content validity when used with children in
grades 3–12 in both clinic-based and school-based samples (Ebesutani et al., 2012).
Subjective Happiness Scale (SHS). The SHS is a 4-item scale that assesses
subjective happiness (Lyubomirsky & Lepper, 1999). Two of the items of the SHS
address general subjective happiness, while the other two items focus on assessing
perceptions of an individual’s happiness in comparison to one’s peer group. Each item of
the scale is ranked from 1–7, with each of the numbered scores being equivalent to varied
responses dependent upon the specific item statement. Higher scores on the SHS indicate
greater levels of subjective happiness. Research has suggested that the SHS possesses
strong internal consistency reliability (α = .85; Renshaw, 2018) and also demonstrates
adequate-to-strong concurrent validity with a variety of factors relevant to psychological
functioning (Lyubomirksy & Lepper, 1999).
Satisfaction with Life Scale (SWLS). The SWLS was developed to function as
measure capable of assessing the degree to which one finds satisfaction with one’s life
(Diener et al., 1985). Self-reporters use this scale to rank five statements on a 7-point
Likert scale from 1 (“strongly disagree”) to 7 (“strongly agree”), with a higher overall
score indicating greater levels of life satisfaction. Data taken from Pavot and Diener
(1993), which examined evidence from 6 separate research studies, suggest that the SHS
demonstrates high internal consistency (α = .79–.89). Test-retest reliability research has
indicated correlations ranging from .80–.84 (Steger et al., 2006; Pavot et al., 1991) for a
1-month time period.
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Self-Compassion Scale for Youth (SCS-Y). The SCS-Y is a 17-item self-report
scale that is appropriate for youth samples and assesses both positive and negative
domains of self-compassion through six subscales (Neff et al., 2021). Items within each
of these subscales are ranked on a 1 (almost never) to 5 (almost always) Likert-type scale.
The subscales can also be summed to produce an overall self-compassion composite
score. The present study used only this total composite score. Higher scores on the
composite scale represent higher levels of youth self-compassion. The SCS-Y has
demonstrated very good internal consistency reliability (α = 0.87; Fan et al., 2022).
Patient Health Questionnaire (PHQ-15). The PHQ-15 is a 15-item self-report
questionnaire that functions as a subscale of the full version of the PHQ (59 questions)
and focuses on somatic symptom severity (Kroenke et al., 2002). This scale focuses on
measuring 15 different somatic symptoms that research has suggested make up 90% or
more of somatic/physical complaints (Kroenke et al., 2002). The measure’s items are
rated on a Likert-type scale based on how much each of these symptoms bothered the
self-reporter over the course of the last 4 weeks, ranging from 0 = “not bothered at all” to
2 = “bothered a lot.” Higher scores on the PHQ-15 indicate higher levels of somatic
symptom distress. Previous studies in combination with initial validation research in
primary care settings indicate that the PHQ-15 exhibits good internal consistency
reliability (α = 0.80; Kroenke et al., 2002).
Somatic Symptom Disorder B-Criteria Scale (SSD-12). The SSD-12 was
developed as the first self-report assessment targeting a DSM-5 compatible diagnosis for
somatic symptom disorder (SSD; Toussaint et al., 2016). This measure is comprised of 12
items that comprehensively target the 3 DSM-5 criteria for SSD using a Likert-type scale
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ranging from 0 = “never” to 5 = “very often.” Higher scores on the SSD-12 indicate
higher levels of somatic symptom distress. Previous research has indicated that the SSD12 demonstrates excellent internal consistency reliability (α = 0.95) and good item
characteristics (Toussaint et al., 2016).
Coping Through Emotional Approach Scale (Brief Version). The Coping
Through Emotional Approach Scale is a 54-item self-report measure assessing the
construct of emotional approach coping by targeting concepts like emotional processing,
expression, seeking social support, avoidance, and humor (Stanton et al., 2000). The
measure used in our study (CTEAS) was 8-items long and focused on the two subscales
of emotional processing and expression. The rationale for this distillation was two-fold:
emotional processing and expression are more conceptually similar to psychological
flexibility and shortening to these two subscales allowed for better time-efficiency. This
measure employs a Likert-type scale ranging from 1 = “I usually don’t do this at all” to 4
= “I usually do this a lot.” Higher scores on these two subscales indicate greater levels of
emotional processing and expression. Initial validation research conducted over the
course of four studies with the full measure indicated high internal consistency and testretest reliability (Stanton et al., 2000).
Difficulties in Emotional Regulation Scale (Short Version). The DERS-18 is a
self-report questionnaire distilled from the original 36-item DERS that focuses on
assessing emotional regulation skills through six subscale areas: awareness, clarity, goals,
impulse, nonacceptance, and strategies (Victor & Klonsky, 2016). This measure employs
a Likert-type scale response ranging from 1 = “almost never” to 5 = “almost always.”
Our study employed a 9-item DERS that encompassed only the subscales of emotional
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awareness, clarity, and nonacceptance. The reason for this distillation was that these
constructs are more conceptually and theoretically similar to psychological flexibility.
Higher scores on the DERS-18 indicate greater issues with emotional regulation. Results
from Victor and Klonsky (2016) indicate that the DERS-18 holds excellent validity and
reliability and functions comparably with the original DERS, even though it is just half as
long.
Data Analysis
Data analysis began by conducting a confirmatory factor analysis to determine
how well the data fit the measurement model within the current sample. The next step
involved examining the internal consistency and descriptive statistics for the MPFI and
all other concurrent validity measures. This step in the statistical analysis process was an
effort to check our assumptions to ensure that all measures are functioning as intended
(i.e., at least adequate internal consistency with relatively-normal distributions) prior to
conducting the primary correlational analyses. After this phase was complete, bivariate
correlations were examined between scores from the MPFI composite and subscales.
Following, bivariate correlations were conducted between scores on the MPFI scales with
scores on other common psychological flexibility measures (i.e., AAQ-II, AFQ-Y), as
well as with scores on measures of psychological distress (i.e., RCADS-25, PHQ-15,
SSD-12, and DERS, and psychological well-being (i.e., SHS, SWLS, SCS-Y, and
CTEAS). In order to conduct these analyses, we used the software program JASP (JASP
Team, 2019). Interpretation of these analyses employed practices that allow for a more
stringent interpretation of significance by lowering the alpha value to α = .01 to account
for the number of correlations that were conducted within this research study. When
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determining the strength of the correlations, Cohen’s (1988) traditional guidelines were
used which have advocated for interpreting the magnitude of resulting
Pearson correlation coefficients as .10–.29 = small, .30–.49 = moderate, and .50+ = large.
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CHAPTER IV
RESULTS
Preliminary Analyses
Confirmatory Factor Analysis of the MPFI
Overall, data model fit indices for the 12-factor MPFI measurement model
indicated excellent global fit: χ2 = 1325.423, df = 1644, p = 1.000; Comparative Fit Index
= 1.000; Root Mean Square Error of Approximation [90% CI] = 0.000 [0.000, 0.000];
Standardized Root Mean Square Residual = 0.058. Standardized loadings for each of the
12 factors were positive, statistically significant at the p < .001 level, and ranged
moderate to strong: λ = 0.430–0.888. Overall, CFA findings suggested the 12-factor
MPFI measurement model was supported with the adolescent sample. Thus, observed
scores were deemed appropriate to derive from each MPFI scale as planned.
Descriptives and Internal Consistency Reliabilities
Descriptive statistics for all study variables are presented in Tables 2 and 3. Table
2 displays descriptive statistic information for all concurrent validity measures within the
study, while Table 3 offers the same breakdown for the subscales of the MPFI. All
variables were examined to account for participants’ response pattern through central
tendency and distribution, including mean, standard deviation, skewness, and kurtosis.
Tables 4 and 5 account for internal consistency reliability analyses of the MPFI subscales
and total scales. These reliability analyses showed strong internal consistencies for all
variables, with coefficients ranging from 0.75 to 0.95. These scores indicated that all
measures were consistent and precise in measuring the proposed construct, suggesting no
potential barriers in moving forward with the correlational analyses.
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Correlations
Correlation coefficients were examined in order to confirm or deny assumptions
of independence and direction and strength of relationships between the several
psychological wellbeing and psychological distress measures used as convergent validity
indicators. All correlations are presented in Table 6. Patterns in the associations indicated
that the distress scales were positively correlated with one another, generally with
moderate to strong associations (r range = 0.45 – 0.72; see Table 6). Similarly, when
examining the wellbeing measures relationships with each other, we observed positive
correlations that were moderate to strong (r range = 0.39-.66; see Table 6).
The next step in the preliminary analysis involved examining correlations
between the distress measures and the well-being measures. Generally, we saw
theoretically consistent negative correlations, ranging from small to large, but there were
a few notable exceptions (see Table 6). More specifically, the CTEAS demonstrated a
number of non-significant and close to zero-level correlations with the AFQ-Y (r =
0.079), RCADS (r = -0.085), PHQ-15 (r = 0.051), and SSD-12 (r = 0.046). The only
distress measures that the CTEAS was significantly negatively correlated with were the
DERS (r = -0.342) and the AAQ-II (r = -0.184). We also noticed no significant negative
correlation between the SWLS and the SSD-12 (r = -0.082). Given that these correlations
were near zero and that the CTEAS measured a construct that was theoretically different
than the other symptoms measures, we moved forward with the primary analyses as
planned.
The last step in the preliminary analysis process involved examining the expected
relationship between the AAQ-II and the AFQ-Y. These two measures were moderately
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positively correlated (r = 0.685) with each other, which suggests they are assessing a
similar construct, but with useful incremental validity between them. This finding is
consistent with previous research (Rolffs et al., 2018). See Table 6 for all preliminary
correlation results.
Primary Analyses
Intercorrelations Among MPFI Scales
See Table 7 for a full presentation of intercorrelations among MPFI composite
and subscales. Generally, we realized a range of small to large positive correlations (r
range = 0.24–0.79; see Table 5) between the MPFI Flexibility subscales. Similarily, we
also noticed similar ranges between the MPFI Inflexibility subscales (r range = 0.19–
0.82). With regards to correlations between MPFI composite scores and individual
subscales, we realized mostly large correlations existing between MPFI Flexibility
composite and individual Flexibility subscales (r range = 0.82 – 0.89), with the one
exception being the correlation between acceptance and psychological flexibility (r =
0.57). Within the MPFI Inflexibility composite and subscale correlations, similar patterns
were seen, where all of the associations were in the large range (r range = 0.78 – 0.87),
except for between psychological inflexibility and experiential avoidance (r = 0.32).
These associations are fairly theoretically consistent, but when we look for inverse
relationships among these Flexibility and Inflexibility subscales and composites, we do
not see this trend continue. More specifically, our data revealed no statistically significant
inverse relationships among these theoretically opposite variables, which also includes
the correlation between the composites of psychological flexibility and inflexibility (r =
0.15).
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Correlations of MPFI Scales with AAQ-II and AFQ-Y
See Table 8 for a full presentation of correlations of MPFI scales with the AAQ-II
and AFQ-Y. We observed large positive correlations with regards to the MPFI
Inflexibility composite scale and the AAQ-II and AFQ-Y (r = 0.718 and r = 0.683,
respectively), which partially supported our hypothesis. Conversely, our hypotheses were
not supported with regards to the MPFI Flexibility composite scale in comparison with
the AAQ-II and AFQ-Y, as we observed a very weak negative correlation with the AAQII (r = -0.131) and a very weak positive correlation with the AFQ-Y (r = 0.095).
Correlations of MPFI Scales with Distress Measures
The MPFI Inflexibility composite scale was positively correlated, characterized
by moderate to large associations, with all other scales of psychological distress
(RCADS-25, PHQ-15, SSD, and DERS) included in the study (r range = 0.44–0.65; see
Table 9), which partially supported our hypothesis. Conversely, our hypothesis was that
the MPFI psychological flexibility composite scale would be inversely correlated with
measures of psychological distress, but this did not prove to be true; instead, we observed
no statistically significant relationships between these measures (see Table 10). The one
exception to this pattern was in the case of the DERS, where a small-to-moderate
negative correlation was present (r = -0.301).
The next step in the analysis involved examining intercorrelations between both
the MPFI Flexibility and Inflexibility subscales and measures of distress. When viewing
the Inflexibility subscales, our hypotheses were correct with regards to all of the
subscales, except for experiential avoidance. More specifically, the subscales for the
constructs of lack of contact with the present moment, fusion, self-as-content, lack of
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contact with values, and inaction were all moderately to strongly correlated with all
distress measures (r range = 0.23–0.67; see Table 9), but experiential avoidance returned
no statistically significant correlations with any of the distress measures. For the
Flexibility subscales, our hypotheses were mostly not supported. The only distress
measure that demonstrated statistically significant and theoretically-consistent
associations with the Flexibility subscales was the DERS (r range = -0.26 to -0.30; see
Table 10). Interestingly, the subscale of acceptance was positively correlated with the
SSD (r = 0.26), the PHQ-15 (r = 0.18), and the RCADS-25 (r = 0.19; see Table 10). No
other correlations demonstrated statistical significance.
Correlations of MPFI Scales with Wellbeing Measures
Correlations between the MPFI scales and scales of psychological well-being
were examined next. This analysis demonstrated that the MPFI Flexibility composite
scale was positively correlated (moderate to large associations) with all other scales of
psychological well-being (r range = 0.42–0.61; see Table 11), but the MPFI Inflexibility
composite scale demonstrated no statistically significant negative correlations with these
measures like we predicted, except for in the case of the SCS-Y (r = -0.339; see Table
12).
At this point, we moved our investigations towards the intercorrelations between
the MPFI subscales and our wellbeing measures. The MPFI Flexibility subscales offered
similar correlational patterns with the wellbeing measures as the Inflexibility subscales
demonstrated with the distress measures. More clearly, all of the subscales except for
acceptance (i.e., defusion, present moment awareness, self-as-context, values, and
committed action) showcased statistically significant and theoretically-consistent
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associations with each of the wellbeing measures (i.e., SHS, SWLS, CTEAS, and the
SCS-Y; r range = 0.30–0.59; see Table 11). The acceptance subscale only demonstrated
statistically significant positive correlations with the SWLS (r = 0.27) and the CTEAS (r
= 0.27; see Table 11). When we moved our examinations towards the Inflexibility
subscales, we noticed another similar pattern. In contradiction with our hypotheses, most
of the Inflexibility subscales did not demonstrate statistically significant inverse
correlations with our wellbeing measures. The two wellbeing measures that did
demonstrate some theoretical-consistency were the SCS-Y and the SHS. Specifically, the
SCS-Y was inversely correlated with most of the Inflexibility subscales (r range = -0.23
to -0.43; see Table 12), with the exception of experiential avoidance, where it was mildly
positively correlated (r = 0.18; see Table 12), while the SHS was negatively correlated
with the subscales of fusion, values, and inaction (r = 0.32, 0.24, and 0.29 respectively;
see Table 12). With regards to all other correlations, many of the relationships did not
reach statistical significance, and the only other correlations that were statistically
significant were positive. These included experiential avoidance positively corelating
with both the CTEAS and the SWLS (r = 0.358 and 0.247, respectively; see Table 12).
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CHAPTER V
DISCUSSION
Research suggests that a psychologically inflexible posture in life predicts a
myriad of mental health struggles (Hayes et al., 2009). Furthermore, psychological
flexibility as operationalized in ACT can improve a number of different outcomes (e.g.,
depression, anxiety, quality of life, addiction) in significant ways (A-tjak et al., 2015;
Jimenez, 2012). Until recently, psychological inflexibility has been the primary
measurement target in both practice and research with regards to ACT. More specifically,
professionals often employ the AAQ-II (intended for adults) and the AFQ-Y (intended
for youth) to track baseline and progress-monitoring data, and explore treatment
responses. As global measures of psychological inflexibility, these scales eschew a
comprehensive psychological inflexibility measurement system (engaging all 6 domains
of psychological inflexibility) and ignore the desirable side of the model (6 domains
representing psychological flexibility). Although some more specific measures have been
developed to target subprocesses within psychological inflexibility (e.g., cognitive fusion,
experiential avoidance), these measures have been developed in isolation from each
other; therefore, still fall short of offering a comprehensive psychological inflexibility or
flexibility measurement system. The MPFI stands as the first comprehensive measure
intended to address these limitations.
The MPFI is a 60-item measure that assesses all 12 ACT Hexaflex processes
within both psychological flexibility and inflexibility. This measure was established in
2018, therefore its validation research is somewhat limited, but the research that has been
conducted with this measure tends to indicate good internal consistency for all 12
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subscales and good data model fit (Clark, 2019; Rolffs et al., 2018). Also, the MPFI has
demonstrated evidence to suggest that it might work well as a progress-monitoring device
in therapy that allows for sensitivity to positive therapeutic progress in a clinically useful
manner (Dubler, 2019). Overall, the MPFI’s comprehensiveness and clinical utility
appear promising, but more research employing the MPFI is still necessary in order to
examine this measure’s ability to more accurately/usefully measure distress and
wellbeing than other more long-standing ACT scales, as well as whether or not this
measure is clinical useful for youth populations. The present study served as the first
opportunity to explore these considerations of the MPFI with an adolescent sample of 16
and 17-year-olds. Given the MPFI’s unique ability to systematically address all 12
domains of psychological inflexibility and flexibility, as well as research regarding its
ability to measure progress in ACT, the capability of this measure to be employed with
populations under the age of 18 seems a salient consideration. The present study was
guided by the following three research questions:
1. How do scores on the MPFI relate to scores on other common psychological
flexibility measures (i.e., AAQ-II and AFQ-Y)?
2. How do scores on the MPFI relate to scores on common scales of psychological
distress?
3. How do scores on the MPFI relate to scores on scales designed to assess levels of
wellbeing?
Interpretation of Findings
Intercorrelations Among MPFI Scales
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The first step in the process involved examining intercorrelations between the
subscales of the MPFI. The general trend we noticed for our study was that both the
Flexibility and Inflexibility subscales were positively associated (moderately to strongly)
with each other. On the other hand, we did not notice theoretically-consistent inverse
relationships within our study when cross-examining the Flexibility subscales with the
Inflexibility subscales, which is inconsistent with previous research findings (Rolffs et
al., 2018). More specifically, Rolffs et al. (2018) found moderate to strong inverse
associations between all of the subscales of the MPFI when they were cross-examined.
These results may be related to our sample, which consisted of 16 and 17-year-old
adolescents, for which the MPFI was not specifically tailored for, and may indicate
language within the MPFI that is difficult to comprehend for this age range.
Correlations of MPFI Scales with the AAQ-II and AFQ-Y
The next step in the process involved exploring correlations between the MPFI
and other measures of psychological inflexibility (AAQ-II and AFQ-Y). Results in this
area indicated that the inflexibility scale of the MPFI was strongly correlated with both
the AAQ-II and AFQ-Y, which may be indicative of these measures targeting a similar
construct (psychological inflexibility). It is important to note that these measures were
not very strongly correlated with each other, which leaves enough room to eliminate the
possibility for redundancy. It should also be mentioned that the findings in this area of
our study were consistent with other MPFI validation research (Rolffs et al., 2018).
Conversely, the flexibility scale of the MPFI was not inversely correlated with the AAQII or AFQ-Y as we assumed it would be given findings from other MPFI validation
research (Rolffs et al., 2018) and long-standing psychological flexibility theory. This
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finding highlights an important distinction between results obtained in our study, which
was conducted with an adolescent sample, and other MPFI validation research.
Correlations of MPFI Scales with Distress Measures
The next step in our exploration focused on examining correlations between the
MPFI and other measures of psychological distress (RCADS-25, PHQ-15, SSD-12, and
DERS). In this case, the MPFI Inflexibility scale was positively correlated (moderate to
large associations) with all four of these measures of psychological distress (see Table 8).
More specifically, we realized significant associations between the construct of
psychological inflexibility as measured by the MPFI and adolescent depression and
anxiety (RCADS-25), somatic symptom severity (PHQ-15), somatic symptom distress as
diagnostically relevant to the DSM-5 diagnosis for SSD (SSD-12), and emotional
regulation struggles specifically related to the areas of emotional awareness, clarity, and
nonacceptance (DERS). These findings were consistent with our hypotheses and seem to
indicate the MPFI’s potential to predict psychological distress in a myriad of
presentations when psychological inflexibility is used as the construct of prediction.
Moreover, previous MPFI research has explored these associations between the MPFI
and psychological distress more broadly and noticed similar associations between these
constructs (Rolffs et al., 2018).
On the other hand, our hypotheses were not supported with regards to
psychological flexibility and its theoretical relationship with distress. More specifically,
our findings showed that the MPFI flexibility scale was not significantly inversely
correlated with our measures of psychological distress as we predicted and as other MPFI
research has demonstrated (Rolffs et al., 2018). The one exception came in the case of the
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DERS where there was a slight negative correlation (see Table 6). It is important to note
that other MPFI research has demonstrated weaker associations between psychological
flexibility (as measured by the MPFI) and distress than between psychological
inflexibility (MPFI) and distress (Rolffs et al., 2018), but these associations still fell
within the moderate range and were statistically significant unlike within our own
findings.
From there, we moved more deeply into subscale exploration, examining the
intercorrelations between the Flexibility and Inflexibility subscales of the MPFI with all
of our distress measures. In this area, our hypotheses were mostly supported with regards
to the Inflexibility subscales and measures of distress where the subscales measuring lack
of contact with the present moment, fusion, self-as-content, lack of contact with values,
and inaction were all moderately to strongly correlated with all distress measures. The
only construct not represented here was experiential avoidance, which returned no
statistically significant correlations with any of the distress measures. On the other hand,
the Flexibility subscale and distress measure associations did not align with our
hypotheses. More specifically, these intercorrelations showed no pattern of inverse
relationships.
Correlations of MPFI with Wellbeing Measures
The last step in our process was to examine associations between the MPFI and
common self-report measures for psychological well-being (SHS, SWLS, CTEAS, and
SCS-Y). This pursuit yielded similar results as the ones previously described. Positive
associations (all moderate to large) were showcased between the MPFI’s flexibility scale
and the constructs of subjective happiness, satisfaction with life, emotional approach
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coping, and self-compassion (see Table 7). Though, these findings did not extend in the
opposite direction, in that, the inflexibility scale of the MPFI was not inversely correlated
with these measures as predicted. The only exception was with regards to the construct of
self-compassion, where a slight moderate inverse association was seen (see Table 9).
Given previous research has indicated construct overlap between psychological flexibility
and self-compassion, this finding is not surprising, but the lack of other significant
inverse relationships is. More specifically, previous MPFI research has demonstrated
statistically significant inverse relationships between psychological inflexibility and
wellbeing measures (e.g., vitality, number of doctor visits within a specific time-frame,
relationship satisfaction), therefore our findings are inconsistent with results from
previous studies (Rolffs et al., 2018).
Subscale exploration focusing on our wellbeing measures only furthered the
unique pattern evident within our study, which demonstrated a lack of theoreticallyconsistent inverse relationships, while staying theoretically-consistent in the area of
positive associations. For the Flexibility subscales, we realized a trend towards positive
associations (moderate to large) with all of our wellbeing measures. The one exception
was with the subscale measuring acceptance, where this pattern did not emerge. Contrary
to predictions, the Inflexibility subscales did not demonstrate a pattern of inverse
association with our wellbeing measures.
Limitations and Future Directions
Our study was subject to several limitations that are important to consider when
interpreting and generalizing results. First, the present study was limited by a relatively
small sample size (N = 247) with relatively non-diverse sample demographics. More
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specifically, though we obtained a sample that matched closely with recent US Census
data, this pursuit was only fulfilled within the criteria of race and ethnicity and excluded
gender and other important demographic considerations. Given this reality, this study is
limited in how its findings might extend to specific populations and results should be
interpreted cautiously. Next, our study was also limited by the notion that the MPFI was
both created for and validated with adult samples. We feel it was an important move to
attempt to extend the research on the MPFI in the direction of youth given its novel utility
as an ACT measure, but this limitation needs to be highlighted because this measure was
not created to specifically be employed with individuals under the age of 18. Then, our
study was also limited by its correlational nature, which should have all consumers of this
research interpret the findings, and more specifically, its implications, with caution, given
that this type of examination cannot be used conclusively as a way to examine causal
relationships. Another important limitation is a consideration for all online survey-based
research where in-depth quality control is challenging to maintain. More clearly,
participants completed these surveys outside of a controlled setting and one might
wonder if results would be different and/or more accurate if they were completed inperson, in a more controlled environment.
The previously highlighted limitations offer insight about how to extend our study
forward. This process might involve exploring domain-specific (acceptance, experiential
avoidance, defusion, fusion, ect.) correlations between the MPFI and other measures of
psychological distress and well-being, as well as simply exploring the MPFI’s utility with
other youth samples. This study stands as one small data point supporting the MPFI’s
usefulness for individuals under the age of 18, but only replications and extensions of our
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pursuit could help to further bolster this evidence base. These explorations might also
focus on how sensitive the MPFI is to ACT treatment progress with youth clients, as well
as if certain domain-specific interventions offer more incremental treatment utility than
others in an effort to make interventions, especially for youth, more time-efficient
without foregoing effectiveness. Lastly, the findings of this study should be interpreted
and extended very cautiously given its correlational nature, which does not allow for the
extraction of conclusions about the causal relationships between the constructs examined.
Conclusion
The focus of this study was to offer the first opportunity to explore the MPFI
within a non-adult sample, while also examining correlations between the most
comprehensive ACT measure to date and other scales of psychological distress and wellbeing. Within those parameters, our goal was successful and along the way some
interesting findings were revealed.
Our correlational analysis brought to light a number of results that were both
theoretically-consistent and in line with previous research. More specifically, we noticed
that psychological flexibility and inflexibility significantly positively correlated with
respective measures of psychological distress, targeting constructs like depression,
anxiety, somatic symptom severity and distress, and emotion regulation struggles, as well
as with measures of well-being (i.e., life satisfaction, subjective happiness, and selfcompassion) in theoretically-consistent directions. On the other hand, the findings from
our study demonstrated that within this adolescent sample, significant inverse
relationships, which previous research and theory bolster, were not observed as expected.
Some notable exceptions lied in the subscales of self-compassion and emotion regulation
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difficulties, where psychological inflexibility and flexibility were negatively correlated
with both of these constructs. Another area of exception was highlighted with regards to
the CTEAS, which is posited as a measure of emotional well-being. Interestingly, we did
not see a theoretically-consistent inverse relationship between the constructs of emotional
approach coping and psychological inflexibility (as measured by the MPFI, AAQ-II, or
AFQ-Y), adolescent depression and anxiety, and somatic symptom severity and distress.
Overall, the most interesting takeaway from these results was the lack of theoreticallyconsistent inverse relationships between psychological flexibility and inflexibility (as
measured by the MPFI) and other measures for distress and well-being. Taken together,
findings from this study suggest that scores from MPFI perform differently in our
adolescent samples compared to previous adult samples. Future research is needed to
determine if such differences are a function of the present sample, the administration
method, or true differences in how psychological inflexibility and flexibility relate to
other psychological variables in adolescents.
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TABLES
Table 1
1. Demographic Frequencies and Percentages
Age

Gender

Variable

Count

%

16
17

162
87

65.1
34.9

Female
Male
Transgender Male
Prefer not to answer

107
138
1
3

43
55.4
0.4
1.2

3
7
36
36
3
9
175
1

1.2
2.8
14.5
14.5
1.2
3.6
70.3
0.4

Race/Ethnicity
Asian or Asian American
Other
Black or African American
Hispanic, Latinx, or Spanish origin
Middle Eastern or North African
American Indian or Alaska Native
White or European
Native Hawaiian or Pacific Islander

Table 2
2. Descriptive Statistics for All Concurrent Validity Measures
M
SD
Skewness
Kurtosis
Min.
Max.

AAQ-II AFQ-Y RCADS-25
24.341 49.775
50.904
10.226 14.200
16.840
0.025 -0.153
0.442
-0.997 -0.497
-0.702
7.000 17.000
25.000
49.000 82.000
100.000

SWLS
24.233
6.910
-0.723
0.123
5.000
35.000

SCS-Y PHQ-15
52.618
24.462
8.842
7.162
0.009
0.442
2.335
-0.860
19.000
15.000
84.000
41.000

SSD
28.229
12.631
0.377
-0.921
12.000
60.000

DERS CTEAS
22.510 22.976
6.892
5.932
-0.121
-0.494
-0.716
-0.390
9.000
8.000
38.000 32.000

SHS
18.867
4.594
-0.361
0.477
4.000
28.000

Note. AAQ-II = Acceptance and Action Questionnaire-II; AFQ-Y = Avoidance and Fusion Questionnaire for Youth; RCADS-25 = Revised Child Anxiety and
Depression Scale; SWLS = Satisfaction with Life Scale; SCS-Y = Self Compassion Scale for Youth; PHQ-15 = Patient Health Questionnaire-15; SSD = Somatic
Symptom Disorder Questionnaire-12; DERS = Difficulties in Emotion Regulation Scale; CTEAS= Emotional Approach Scale; SHS = Subjective Happiness
Scale; Min. = Minimum score value; Max. = Maximum score value.
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Table 3
____________________________________________________________________________________________________________
3. Descriptive Statistics for All Multidimensional Psychological Flexibility Inventory (MPFI) Subscales
A

PMA

SAC

D

V

CA

EA

LCPM

SACt

F

LCV

I

PF

PI

M

18.442

21.888

21.016

19.968

22.044

21.823

21.205

16.438 17.474

16.390

15.815

15.731

125.181 103.052

SD

5.009

5.135

5.298

5.603

4.686

4.824

4.815

6.554

6.016

6.115

6.503

6.771

24.582

28.534

Skewness

0.010

-0.378

-0.217

-0.206

-0.055

-0.206

-0.173

-0.039

-0.164

0.061

0.122

0.056

-0.186

0.232

Kurtosis

-0.431

-0.237

-0.577

-0.550

-0.688

-0.370

-0.331

-1.051

-0.806

-0.823

-0.973

-1.090

-0.255

-0.756

Min.

5.000

6.000

5.000

5.000

9.000

5.000

7.000

5.000

5.000

5.000

5.000

5.000

36.000

52.000

Max.

30.000

30.000

30.000

30.000

30.000

30.000

30.000

30.000 30.000

30.000

30.000

30.000

180.000 167.000

_________________________________________________________________________________________________________________________________
Note. A = Acceptance subscale; PMA = Present Moment Awareness subscale; SAC = Self-As-Context subscale; D = Defusion subscale; V = Values subscale;
CA = Committed Action subscale; EA = Experiential Avoidance subscale; LCPM = Lack of Contact with Present Moment subscale; SACt = Self-As-Content
subscale; F = Fusion subscale; LCV = Lack of Contact with Values subscale; I = Inaction subscale; PF = Psychological Flexibility Total; PI = Psychological
Inflexibility Total ; Min. = Minimum score value; Max. = Maximum score value.
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Table 4
4. Internal Consistency and Reliability for All Psychological Flexibility (PF) MPFI Subscales
Acceptance
Point estimate
95% CI lower bound
95% CI upper bound
Present Moment
Awareness
Point estimate
95% CI lower bound
95% CI upper bound
Self-As-Context
Point estimate
95% CI lower bound
95% CI upper bound
Defusion
Point estimate
95% CI lower bound
95% CI upper bound
Values
Point estimate
95% CI lower bound
95% CI upper bound
Committed Action
Point estimate
95% CI lower bound
95% CI upper bound

0.756
0.707
0.803

0.752
0.700
0.797

Average interitem
correlation
0.379
0.312
0.445

0.874
0.853
0.900

0.872
0.850
0.895

0.586
0.524
0.651

0.863
0.840
0.893

0.864
0.835
0.889

0.560
0.495
0.623

0.885
0.862
0.907

0.884
0.860
0.906

0.605
0.542
0.667

0.852
0.823
0.881

0.852
0.821
0.879

0.536
0.475
0.593

0.867
0.841
0.890

0.866
0.838
0.890

0.564
0.498
0.625

McDonald's ω

Psychological Flexibility (Total)
Estimate
McDonald's ω
Point estimate
0.950
95% CI lower bound
0.941
95% CI upper bound
0.959

Cronbach's α

Cronbach's α
0.948
0.939
0.958

Note. Of the observations, pairwise complete cases were used.

Average interitem correlation
0.391
0.344
0.440
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Table 5
5. Internal Consistency and Reliability for All Psychological Inflexibility (PI) MPFI Subscales
Experiential Avoidance
Point estimate
95% CI lower bound
95% CI upper bound
Lack of Contact with Present
Moment
Point estimate
95% CI lower bound
95% CI upper bound
Self-As-Content
Point estimate
95% CI lower bound
95% CI upper bound
Fusion
Point estimate
95% CI lower bound
95% CI upper bound
Lack of Contact with Values
Point estimate
95% CI lower bound
95% CI upper bound
Inaction
Point estimate
95% CI lower bound
95% CI upper bound
Psychological Inflexibility (Total)
Estimate
McDonald's ω
Point estimate
0.957
95% CI lower bound
0.949
95% CI upper bound
0.965

McDonald's Cronbach's
ω
α
0.836
0.836
0.804
0.800
0.868
0.866

Average interitem
correlation
0.506
0.431
0.571

0.920
0.905
0.936

0.918
0.901
0.933

0.692
0.641
0.744

0.883
0.859
0.906

0.882
0.856
0.903

0.598
0.544
0.652

0.902
0.883
0.922

0.902
0.881
0.921

0.649
0.584
0.707

0.906
0.886
0.924

0.906
0.886
0.923

0.656
0.603
0.710

0.933
0.920
0.946

0.931
0.918
0.945

0.735
0.686
0.776

Cronbach's α
0.955
0.945
0.962

Note. Of the observations, pairwise complete cases were used.

Average interitem correlation
0.395
0.351
0.438
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Table 6
6. Correlations Between Concurrent Validity Measures

AAQ-II
AAQ-II
AAQ-II
AAQ-II
AAQ-II
AAQ-II
AAQ-II
AAQ-II
AAQ-II
AFQ-Y
AFQ-Y
AFQ-Y
AFQ-Y
AFQ-Y
AFQ-Y
AFQ-Y
AFQ-Y
RCADS-25
RCADS-25
RCADS-25
RCADS-25
RCADS-25
RCADS-25
RCADS-25
SWLS
SWLS
SWLS
SWLS
SWLS
SWLS
SCS-Y
SCS-Y
SCS-Y
SCS-Y
SCS-Y
PHQ-15
PHQ-15
PHQ-15
PHQ-15
SSD
SSD
SSD
DERS

-

AFQ-Y
RCADS-25
SWLS
SCS-Y
PHQ-15
SSD
DERS
CTEAS
SHS
RCADS-25
SWLS
SCS-Y
PHQ-15
SSD
DERS
CTEAS
SHS
SWLS
SCS-Y
PHQ-15
SSD
DERS
CTEAS
SHS
SCS-Y
PHQ-15
SSD
DERS
CTEAS
SHS
PHQ-15
SSD
DERS
CTEAS
SHS
SSD
DERS
CTEAS
SHS
DERS
CTEAS
SHS
CTEAS

Pearson's r
0.685
0.752
-0.253
-0.519
0.455
0.643
0.666
-0.184
-0.496
0.703
-0.163
-0.386
0.475
0.637
0.489
0.079
-0.291
-0.221
-0.450
0.609
0.724
0.690
-0.085
-0.462
0.542
-0.097
-0.082
-0.308
0.487
0.657
-0.303
-0.375
-0.577
0.396
0.588
0.695
0.458
0.051
-0.228
0.581
0.046
-0.279
-0.342

p
< .001
< .001
< .001
< .001
< .001
< .001
< .001
0.004
< .001
< .001
0.010
< .001
< .001
< .001
< .001
0.214
< .001
< .001
< .001
< .001
< .001
< .001
0.182
< .001
< .001
0.127
0.195
< .001
< .001
< .001
< .001
< .001
< .001
< .001
< .001
< .001
< .001
0.425
< .001
< .001
0.474
< .001
< .001

Lower 95% CI
0.612
0.693
-0.366
-0.604
0.351
0.564
0.591
-0.301
-0.584
0.634
-0.282
-0.487
0.373
0.557
0.388
-0.046
-0.401
-0.336
-0.544
0.524
0.659
0.618
-0.207
-0.554
0.448
-0.219
-0.205
-0.416
0.386
0.580
-0.411
-0.477
-0.654
0.286
0.501
0.625
0.354
-0.074
-0.343
0.492
-0.079
-0.390
-0.447

Upper 95% CI
0.746
0.802
-0.133
-0.422
0.548
0.711
0.730
-0.061
-0.396
0.761
-0.040
-0.275
0.566
0.705
0.578
0.201
-0.173
-0.099
-0.345
0.682
0.779
0.750
0.040
-0.358
0.625
0.028
0.042
-0.191
0.577
0.722
-0.185
-0.263
-0.488
0.496
0.664
0.754
0.551
0.174
-0.107
0.657
0.169
-0.160
-0.228
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DERS
CTEAS

- SHS
- SHS

-0.498
0.489

< .001
< .001

-0.586
0.389

-0.398
0.579

Note. AAQ-II = Acceptance and Action Questionnaire-II; AFQ-Y = Avoidance and Fusion Questionnaire for Youth;
RCADS-25 = Revised Child Anxiety and Depression Scale; SWLS = Satisfaction with Life Scale; SCS-Y = Self
Compassion Scale for Youth; PHQ-15 = Patient Health Questionnaire-15; SSD = Somatic Symptom Disorder
Questionnaire-12; DERS = Difficulties in Emotion Regulation Scale; CTEAS= Emotional Approach Scale; SHS =
Subjective Happiness Scale
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Table 7
7. Correlations Between MPFI Subscales
Pearson's Correlations
Acceptance
Acceptance
Acceptance
Acceptance
Acceptance
Acceptance
Acceptance
Acceptance
Acceptance
Acceptance
Acceptance
Acceptance
Acceptance
Present Moment Awareness
Present Moment Awareness
Present Moment Awareness
Present Moment Awareness
Present Moment Awareness
Present Moment Awareness
Present Moment Awareness
Present Moment Awareness
Present Moment Awareness
Present Moment Awareness
Present Moment Awareness
Present Moment Awareness
Self as Context
Self as Context
Self as Context
Self as Context
Self as Context
Self as Context
Self as Context
Self as Context
Self as Context
Self as Context
Self as Context
Defusion
Defusion
Defusion
Defusion
Defusion
Defusion
Defusion
Defusion

-

PMA
Self as Context
Defusion
Values
Committed Action
Experiential Avoidance
Lack of Contact with Present Moment
Self as Content
Fusion
Lack of Contact with Values
Inaction
Psychological Flexibility (Total)
Psychological Inflexibility (Total)
Self as Context
Defusion
Values
Committed Action
Experiential Avoidance
Lack of Contact with Present Moment
Self as Content
Fusion
Lack of Contact with Values
Inaction
Psychological Flexibility (Total)
Psychological Inflexibility (Total)
Defusion
Values
Committed Action
Experiential Avoidance
Lack of Contact with Present Moment
Self as Content
Fusion
Lack of Contact with Values
Inaction
Psychological Flexibility (Total)
Psychological Inflexibility (Total)
Values
Committed Action
Experiential Avoidance
Lack of Contact with Present Moment
Self as Content
Fusion
Lack of Contact with Values
Inaction

Pearson's r
p
0.406
< .001
0.409
< .001
0.391
< .001
0.242
< .001
0.291
< .001
0.193
0.002
0.166
0.009
0.188
0.003
0.226
< .001
0.335
< .001
0.286
< .001
0.570
< .001
0.304
< .001
0.724
< .001
0.623
< .001
0.632
< .001
0.613
< .001
0.468
< .001
-0.119
0.061
0.115
0.070
-0.032
0.613
0.039
0.541
-0.011
0.864
0.831
< .001
0.075
0.234
0.760
< .001
0.719
< .001
0.674
< .001
0.537
< .001
-0.033
0.607
0.103
0.103
-0.076
0.230
0.068
0.282
-0.028
0.662
0.893
< .001
0.089
0.161
0.640
< .001
0.675
< .001
0.532
< .001
0.071
0.259
0.108
0.088
-0.082
0.196
0.061
0.338
-0.016
0.803
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Pearson's Correlations

Pearson's r
p
Defusion
- Psychological Flexibility (Total)
0.857
< .001
Defusion
- Psychological Inflexibility (Total)
0.121
0.056
Values
- Committed Action
0.785
< .001
Values
- Experiential Avoidance
0.560
< .001
Values
- Lack of Contact with Present Moment -0.064
0.313
Values
- Self as Content
0.093
0.142
Values
- Fusion
-0.072
0.254
Values
- Lack of Contact with Values
-0.077
0.225
Values
- Inaction
-0.058
0.355
Values
- Psychological Flexibility (Total)
0.827
< .001
Values
- Psychological Inflexibility (Total)
0.041
0.517
Committed Action
- Experiential Avoidance
0.652
< .001
Committed Action
- Lack of Contact with Present Moment -0.045
0.481
Committed Action
- Self as Content
0.092
0.146
Committed Action
- Fusion
-0.033
0.600
Committed Action
- Lack of Contact with Values
-0.045
0.479
Committed Action
- Inaction
-0.048
0.447
Committed Action
- Psychological Flexibility (Total)
0.833
< .001
Committed Action
- Psychological Inflexibility (Total)
0.091
0.152
Experiential Avoidance
- Lack of Contact with Present Moment 0.194
0.002
Experiential Avoidance
- Self as Content
0.191
0.002
Experiential Avoidance
- Fusion
0.121
0.054
Experiential Avoidance
- Lack of Contact with Values
0.123
0.052
Experiential Avoidance
- Inaction
0.130
0.039
Experiential Avoidance
- Psychological Flexibility (Total)
0.609
< .001
Experiential Avoidance
- Psychological Inflexibility (Total)
0.323
< .001
Lack of Contact with Present Moment - Self as Content
0.556
< .001
Lack of Contact with Present Moment - Fusion
0.569
< .001
Lack of Contact with Present Moment - Lack of Contact with Values
0.648
< .001
Lack of Contact with Present Moment - Inaction
0.582
< .001
Lack of Contact with Present Moment - Psychological Flexibility (Total)
-0.011
0.858
Lack of Contact with Present Moment - Psychological Inflexibility (Total)
0.782
< .001
Self as Content
- Fusion
0.665
< .001
Self as Content
- Lack of Contact with Values
0.648
< .001
Self as Content
- Inaction
0.615
< .001
Self as Content
- Psychological Flexibility (Total)
0.145
0.021
Self as Content
- Psychological Inflexibility (Total)
0.808
< .001
Fusion
- Lack of Contact with Values
0.758
< .001
Fusion
- Inaction
0.768
< .001
Fusion
- Psychological Flexibility (Total)
-0.023
0.718
Fusion
- Psychological Inflexibility (Total)
0.855
< .001
Lack of Contact with Values
- Inaction
0.823
< .001
Lack of Contact with Values
- Psychological Flexibility (Total)
0.081
0.198
Lack of Contact with Values
- Psychological Inflexibility (Total)
0.893
< .001
Inaction
- Psychological Flexibility (Total)
0.023
0.718
Inaction
- Psychological Inflexibility (Total)
0.874
< .001
Psychological Flexibility (Total)
- Psychological Inflexibility (Total)
0.150
0.017
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Table 8
8. Correlations Between MPFI and Other Psychological Flexibility Measures
AAQII-7_total
AAQII-7_total
AAQII-7_total
AFQY-17_total
AFQY-17_total
FLEX_comp

-

AFQY-17_total
FLEX_comp
INFLEX_comp
FLEX_comp
INFLEX_comp
INFLEX_comp

Pearson's r
0.685
-0.131
0.718
0.095
0.683
0.152

p
< .001
0.039
< .001
0.136
< .001
0.017
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Table 9
9. Correlations Between MPFI Inflexibility Scales and Distress Measures
INFLEX_comp
INFLEX_comp
INFLEX_comp
INFLEX_comp
avoidance_sub
avoidance_sub
avoidance_sub
avoidance_sub
lackpresent_sub
lackpresent_sub
lackpresent_sub
lackpresent_sub
selfascontent_sub
selfascontent_sub
selfascontent_sub
selfascontent_sub
fusion_sub
fusion_sub
fusion_sub
fusion_sub
lackvalues_sub
lackvalues_sub
lackvalues_sub
lackvalues_sub
inaction_sub
inaction_sub
inaction_sub
inaction_sub

-

PHQ-15
DERS
SSD
RCADS-25
PHQ-15
DERS
SSD
RCADS-25
PHQ-15
DERS
SSD
RCADS-25
PHQ-15
DERS
SSD
RCADS-25
PHQ-15
DERS
SSD
RCADS-25
PHQ-15
DERS
SSD
RCADS-25
PHQ-15
DERS
SSD
RCADS-25

Pearson's r
0.439
0.516
0.615
0.647
0.116
-0.101
0.112
0.049
0.232
0.460
0.358
0.477
0.342
0.413
0.525
0.511
0.437
0.501
0.572
0.571
0.400
0.477
0.591
0.619
0.458
0.525
0.614
0.668

p
< .001
< .001
< .001
< .001
0.067
0.112
0.078
0.443
< .001
< .001
< .001
< .001
< .001
< .001
< .001
< .001
< .001
< .001
< .001
< .001
< .001
< .001
< .001
< .001
< .001
< .001
< .001
< .001

Note. RCADS-25 = Revised Child Anxiety and Depression Scale; PHQ-15 = Patient Health Questionnaire-15; SSD
= Somatic Symptom Disorder Questionnaire-12; DERS = Difficulties in Emotion Regulation Scale; INFLEX_comp
= Total Inflexibility score from MPFI

MPFI
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Table 10
10. Correlations Between MPFI Flexibility Scales and Distress Measures
Pearson's r
p
FLEX_comp
- PHQ-15
0.035
0.587
FLEX_comp
- DERS
-0.301
< .001
FLEX_comp
- SSD
0.066
0.297
FLEX_comp
- RCADS-25
-0.042
0.512
acceptance_sub
- PHQ-15
0.178
0.005
acceptance_sub
- DERS
-0.010
0.880
acceptance_sub
- SSD
0.256
< .001
acceptance_sub
- RCADS-25
0.189
0.003
present_sub
- PHQ-15
0.019
0.770
present_sub
- DERS
-0.303
< .001
present_sub
- SSD
0.023
0.723
present_sub
- RCADS-25
-0.066
0.298
selfascontext_sub
- PHQ-15
0.019
0.771
selfascontext_sub
- DERS
-0.272
< .001
selfascontext_sub
- SSD
0.077
0.226
selfascontext_sub
- RCADS-25
-0.046
0.472
defusion_sub
- PHQ-15
0.002
0.978
defusion_sub
- DERS
-0.258
< .001
defusion_sub
- SSD
0.030
0.638
defusion_sub
- RCADS-25
-0.032
0.616
values_sub
- PHQ-15
-0.030
0.640
values_sub
- DERS
-0.302
< .001
values_sub
- SSD
-0.054
0.394
values_sub
- RCADS-25
-0.146
0.021
action_sub
- PHQ-15
-0.022
0.731
action_sub
- DERS
-0.312
< .001
action_sub
- SSD
-0.019
0.768
action_sub
- RCADS-25
-0.109
0.087
_______________________________________________________________

Note. RCADS-25 = Revised Child Anxiety and Depression Scale; PHQ-15 = Patient Health Questionnaire-15; SSD
= Somatic Symptom Disorder Questionnaire-12; DERS = Difficulties in Emotion Regulation Scale; FLEX_comp =
Total Flexibility score from MPFI
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Table 11
11. Correlations Between MPFI Flexibility Scales and Wellbeing Measures
FLEX_comp
FLEX_comp
FLEX_comp
FLEX_comp
acceptance_sub
acceptance_sub
acceptance_sub
acceptance_sub
present_sub
present_sub
present_sub
present_sub
selfascontext_sub
selfascontext_sub
selfascontext_sub
selfascontext_sub
defusion_sub
defusion_sub
defusion_sub
defusion_sub
values_sub
values_sub
values_sub
values_sub
action_sub
action_sub
action_sub
action_sub

-

SHS
SWLS
SCS-Y
CTEAS
SHS
SWLS
SCS-Y
CTEAS
SHS
SWLS
SCS-Y
CTEAS
SHS
SWLS
SCS-Y
CTEAS
SHS
SWLS
SCS-Y
CTEAS
SHS
SWLS
SCS-Y
CTEAS
SHS
SWLS
SCS-Y
CTEAS

Pearson's r
0.479
0.481
0.422
0.614
0.123
0.272
0.133
0.275
0.356
0.341
0.300
0.589
0.430
0.431
0.410
0.550
0.465
0.459
0.460
0.556
0.470
0.407
0.353
0.519
0.463
0.401
0.367
0.461

p
< .001
< .001
< .001
< .001
0.053
< .001
0.036
< .001
< .001
< .001
< .001
< .001
< .001
< .001
< .001
< .001
< .001
< .001
< .001
< .001
< .001
< .001
< .001
< .001
< .001
< .001
< .001
< .001

Note.SWLS = Satisfaction with Life Scale; SCS-Y = Self Compassion Scale for Youth; CTEAS= Emotional
Approach Scale; SHS = Subjective Happiness Scale; FLEX_comp = Total Flexibility score from MPFI
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Table 12
12. Correlations Between MPFI Inflexibility Scales and Wellbeing Measures
INFLEX_comp
INFLEX_comp
INFLEX_comp
INFLEX_comp
avoidance_sub
avoidance_sub
avoidance_sub
avoidance_sub
lackpresent_sub
lackpresent_sub
lackpresent_sub
lackpresent_sub
selfascontent_sub
selfascontent_sub
selfascontent_sub
selfascontent_sub
fusion_sub
fusion_sub
fusion_sub
fusion_sub
lackvalues_sub
lackvalues_sub
lackvalues_sub
lackvalues_sub
inaction_sub
inaction_sub
inaction_sub
inaction_sub

-

SHS
SWLS
SCS-Y
CTEAS
SHS
SWLS
SCS-Y
CTEAS
SHS
SWLS
SCS-Y
CTEAS
SHS
SWLS
SCS-Y
CTEAS
SHS
SWLS
SCS-Y
CTEAS
SHS
SWLS
SCS-Y
CTEAS
SHS
SWLS
SCS-Y
CTEAS

Pearson's r
-0.195
-0.003
-0.339
0.067
0.287
0.247
0.176
0.358
-0.135
-0.028
-0.223
-0.068
-0.099
0.054
-0.277
0.147
-0.322
-0.126
-0.435
-0.052
-0.239
0.001
-0.319
0.017
-0.289
-0.095
-0.395
-0.008

p
0.002
0.967
< .001
0.295
< .001
< .001
0.005
< .001
0.033
0.656
< .001
0.287
0.120
0.395
< .001
0.020
< .001
0.047
< .001
0.411
< .001
0.985
< .001
0.787
< .001
0.137
< .001
0.900

Note.SWLS = Satisfaction with Life Scale; SCS-Y = Self Compassion Scale for Youth; CTEAS= Emotional
Approach Scale; SHS = Subjective Happiness Scale; INFLEX_comp = Total Inflexibility score from MPFI
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Figure 1. Multidimensional Psychological Flexibility Inventory (MPFI)
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Appendix B

Figure 2. Acceptance and Action Questionnaire - II (AAQ-II)
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Appendix C

Figure 3. Acceptance and Fusion Questionnaire for Youth (AFQ-Y)
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Appendix D

Figure 4. Revised Child Anxiety and Depression Scale Short Version (RCADS-25)
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Appendix E

Figure 5. The Subjective Happiness Scale (SHS)
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Appendix F
Satisfaction with Life Scale

Figure 6. The Satisfaction with Life Scale (SWLS)

MPFI

Appendix G

Figure 7. The Self-Compassion Scale for Youth (SCS-Y)
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Appendix H

Figure 8. Patient Health Questionnaire 15-Item Somatic Symptom Severity Scale (PHQ-15)
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Appendix I

Figure 9. Somatic Symptom Disorder B Criteria Scale (SSD-12)
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Appendix J
Coping Through Emotional Approach Scale

Figure 10. Coping Through Emotional Approach Scale
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Appendix K

Figure 11. Difficulties in Emotion Regulation Scale (DERS-18)
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Appendix O
Readability Table
FleschKincaid
(Grade
Level)

SMOG DaleGrade Chall
Score

Fry
Readability
(Grade Level)

Flesch
Reading
Ease

Gunning
Fog Scale
Level

Percentage of
Difficult
Words

MPFI
(Full)

6.45

9.68

8

73.36

9.33

9.55%

A
PMA
SAC
D
V
CA

8.04
4.41
6.02
8.13
6
6.07

6.66
5.83
6.89
6.33
5.98
5.96

64.85
84.45
75.8
67.4
75.2
82.15

12.39
7.43
7.75
10.14
9.51
7.81

15.58%
6.78%
5.97%
8.14%
10.77%
2.33%

EA
LCPM
SAC
F
LCV
I
Flex
Inflex

6.2
7.26
6.36
5.84
6.25
8.91
6.46
6.49

5.84
5.73
6.74
5.72
5.89
8.66
6.27
6.23

78.04
66.54
72.23
77.07
75.89
45.82
74.85
71.54

10.32
9.52
9.5
8.35
8.54
14.01
9.14
9.6

10.39%
10.61%
10.94%
7.46%
6.94%
26.83%
8.18%
11.11%

9.39
9.97

6.25

8
8

Figure 12. Readability Analysis of the MPFI

Note. MPFI = Multidimensional Psychological Flexibility Inventory; A = Acceptance; PMA =
Present Moment Awareness; SAC = Self-As-Context; D = Defusion; V = Values; CA =
Committed Action; EA = Experiential Avoidance; LCPM = Lack of Contact with Present
Moment; SAC = Self-As-Content; F = Fusion; LCV = Lack of Contact with Values; I = Inaction;
Flex = Psychological Flexibility Index; Inflex = Psychological Inflexibility Index

MPFI

86

Flesh-Kincaid index demonstrates a value indicative of the average grade level of education
required of an individual for the item to be readable; SMOG grade index is also known as the
Simple Measure of Gobbledygook and indicates the average number of years of education
required for the item to be readable; Dale-Chall Score is calculated based off the number of
words in a passage that are not considered “easy” words (scores 9.0 and higher indicate college
level language); Fry Readability index calculates average grade level needed for readability;
Flesch Reading Ease index calculates the reading ease of an item based off number of syllables
and sentence lengths (scores between 60-70 indicate 8th-9th grade reading levels and scores
between 50-60 indicate 10th-12th grade reading levels); Gunning Fog Scale Level index uses
number of syllables and sentence lengths, similar to the Flesch Reading Ease (5 = readable, 10 =
hard, 15 = difficult, 20 = very difficult); Percentage of Difficult Words index presents the
percentage of words within the item that are deemed difficult, based on word length and syllable
count.

